The objectives of this study are to find out the knowledge concerning the guidelines fall risk to the patients, to find out the ability of the nurses in the simulation of the guiding steps for the risk for falls, to find out the conformity of the review on the medical records of the patients, and to find out the obstacles in preventing risk for falls. It is a mix method study, which is a quantitative method with cross-sectional approach, and qualitative method with descriptive research design. The population of this study were 37 respondents for the quantitative research and 9 informants for the qualitative research. The results of the questionnaire indicate the presence of knowledge that most have fair criteria that is as much as 46%. The results of the medical record study show most of the full or compliant as much as 89.2%. While the structured interview showed different results. The conclusions of this study were that there was sufficient knowledge but lacked of discipline in completing the medical records, and there were still some obstacles in implementing the guidelines for risk for falls.
INTRODUCTION
Hospital is a health care institution that provide complete personal health services that provide inpatient, outpatient and emergency care services 1 . The patient safety of the hospital is a system where the hospital make safer patient care which includes risk assessment, patient risk identification and management, incident reporting and analysis, learning from incidents and follow-up skills as well as the implementation of solutions to minimize risks and prevent injuries caused by errors resulted from any improper action or fail to take an appropriate action 2 .
Patient safety consists of 6 objective, they are: (1) identifying the patient correctly, (2) improving effective communication, (3) preventing drug administration errors, (4) preventing procedural, site and patient errors in surgery, (5) preventing the risk of infection and, (6) preventing the risk of fall-related injuries. The sixth objective set by JCI shows that there should be a commitment from the hospital to reduce the risk of fall-related injuries to the patients during providing services in the hospital 3 . The Minimum Standards of Hospital Services state that it is 100% expected that the incidence of falling patients which resulted in disability or death do not occur in hospital 4 . The incidence of falling patients is included into the top three hospital medical incidents and ranked second after medicine error 5 . From the report, it was obtained that there were 34 falling incidents. It proves that the patient-fall incident is still high in Indonesia 6 . In 2013, at Private Hospital Yogyakarta, it was reported the patient safety related incident, especially for the falling incident, had a frequency of 3 patients, whereas in 2014, it was reported that the falling incident had a frequency of 4 patients 7 . The objectives of this study are to find out the knowledge concerning the guidelines for risk for falls to the patients, to find out the ability of the nurses in the simulation of the guiding steps for the risk for falls, to find out the conformity of the review on the medical records of the patients, and to find out the obstacles in preventing risk for falls.
RESEARCH METHOD
It is a mix method study, which is a quantitative method with cross-sectional approach, and qualitative method with descriptive research design. The population of this study were 37 respondents for the quantitative research and 9 informants for the qualitative research.
RESULT AND DISCUSSION
This quantitative research respondent is a nurse of inpatient room which amounts to 37 people which is located in Private Hospital in Yogyakarta. While this qualitative research informant is hospital director, nursing manager, nursing assistant assistant, and room supervisor who numbered 9 people work in PKU Muhammadiyah Gamping Hospital. Data analysis using Descriptive Analysis method. At this stage, the questionnaires concerning the guidelines for risk for falls were distributed in order to find out to what extent the knowledge of the nurses who served in the inpatient ward on the risk for falls to the patients.
The results showed that there were 35% of 37 respondents had a good knowledge. While there were 46% of 37 respondents had a fair knowledge and 19% of 37 respondents had a poor knowledge. The description is presented in table 1 And the researcher provided a checklist of the completion of medical records on initial assessment and re-assessment of risk for falls to the patients, as well as the completion on patient monitoring sheets. From the results of the research, it was found that there were not all medical records review compliant in completing the medical record. In January 18, 2017, there were 89,2% of 83 medical records completed or compliant and 10,8% of 83 medical records incompleted (non-compliant). The description is presented in table 2. 
Obstacles in the implementation of the guidelines of risk for falls to the patientsat PKU Muhammadiyah Hospital of Gamping based on axial coding
The answer to the question of definition of fall risk is quite striking. Three out of nine informants are for patients. One of the nine informants who responded by translating was the cause of the cause of the patient's fall. Two of the nine informants answered were thedefinition of risk of falling into the attention and the unkempt environment. Three of the nine informants translated were potential for falling and supported by a declining patient condition.
It was shown that there were some significant differences on the answers provided by the informants to the question on the cause of patient fall. One of nine informants answered that the high risk to cause the patient fall. Two of nine informants answered that the declining condition of the patient to cause the patient fall. Two of nine informants answered that the absence of follow-up and incomplete assessment to cause the patient fall which makes unable to monitor the condition of the patients. Three of nine informants answered that there are many factors to cause the patient fall. One of nine informants answered that the lack of education given to both the patients and their family to cause the patient fall.
It was shown that there were some differences on the answers provided by the informants to the question on the patient fall preventive solution. Seven of nine informants answered that conducting initial assessment and reassessment were the solutions for preventing the patient fall. One of nine informants answered that the anticipation of medicines, equipment and the environment for the inpatients as the patient fall preventive solution. One of nine informants answered that the use of side rail and surveillance to the patient are appropriate for the inpatients.
It was shown that there were some differences on the answers provided by the informants to the question on the obstacles in preventing the risk for falls for the patients. Five of nine informants answered that there is a lack of compliance of the patients and family cooperation in assisting patient surveillance are the obstacles for nurses to prevent the patient fall. One of nine informants answered that anxious patients or clouding of consciousness are the obstacles. Two of nine informants answered that the obstacle is the non-compliance in completing the assessment sheets so that makes difficult to monitor the patients' condition. One of nine informants answered that the obstacle is the lack of knowledge of the nurses and the family.
It was shown that there were some differences on the answers provided by the informants to the question of the risk management system for patient fall. Seven of nine informants answered that it is on the reporting of incidents in case of an incident occured. One of nine informants answered that it is on the training for hospital employees and staffs and the provision of assessment sheets regarding the risk for falls. One of nine informants answered that it is on the risk for falls prevention according to the SOP of the hospital.
It was shown that there were some differences on the answers provided by the informants to the question on how to monitor the risk for falls for the patients. Six of nine informants answered that it is the reassessment to monitor the patients. Three of nine informants answered that it depends on the condition of the patients, observing their condition, and completing the scale forms for patient fall.
It was shown that the answers to the question on the differences in the risk for falls monitoring for children, adults and geriatric patients were similar as all informants answered that it is the use of morse fall scale for adults, humpty dumpty for children and sidney score for geriatric patients.
It was shown that the answers to the question on warning given to the nurses who are on duty were similar as all informants answered nothing. However, the on-duty nurses shall make incident report, conduct investigative analysis, audits, and evaluation from the beginning until an incident occurs.
DISCUSSION

The level of nurse's knowledge on the risk for falls
The level of knowledge is divided into 3 categories: 1). Good, if the answers provided by the respondents have a score >75% of the highest score. 2). Fair, if the answers provided by the respondents have a score of between 40-75% of the highest value. 3). Poor, if the answers provided by the respondents have a score <40% of the highest score.
Thus, the results of this study indicated that there is a lack of knowledge and comprehension of nurses on the risk for falls guidelines 8 .
The degree of nurse compliance in the patient's medical record review during the study regarding the assessment of risk for falls for the patients.
There were many reports of patient safety incidents sent by the hospitals uncompleted. Based on these reports, the root of the problem is still mostly addressed to the employee factor rather than on the system 9 .
Obstacles in the implementation of the guidelines of risk for falls to the patientsat PKU Muhammadiyah Hospital of Gamping.
Fall risk is a nursing diagnosis according to the North American Nursing Diagnosis Association (NANDA) which is an increase in dexterity to a decrease that can ucause physical damage 10 . In a study conducted by Aristo in 2007, found there were 55.5% of patients who had experienced a decrease in incidents dropped with increasing age. While the disturbance of balance and difficulty walking is ranked second because of the causes of the factors down. In addition, there are posture changes, gait, postural swing, sensory system, and functional mobility. Older age is associated with reduced propioceptive, degenerative processes in the vestibular system, slower reflexes and weakening of muscle strength which is essential in maintaining posture. Balance can also be disrupted by illness and drugs.
All of these changes can contribute to falling, especially for the ability to prevent falling when having slipped or facing a dangerous environmental situation 11 . In preventing the patient from falling, the followings can be conducted: a). always leaving the bed with the lowest horizontal position (for adjustable bed). b). Putting up the bed rail and checking the safety. c). Checking and adjusting the primary objects such as the wheels of the bed. d). Cleaning and removing tools that is not necessary for any longer. e). Giving advise for the use of handles along the corridor wall while walking. f). Observing patients well with any sign of weakness or unstable gait. g). Ensuring for sufficient light (no lights are turned off), especially for dusk and night 12 . There are several cultures within the hospital organization that can inhibit the implementation of patient safety program, such as the fear of the law, how to view errors/KTD, behavior, response to KTD, KTD reporting, relationship with the doctors and systems, urgent situations and variations in clinical behavior 13 . The implementation of the risk for falls management program for the patients is an attempt made to prevent or treat patients with risk for falls as well as those who experience falling incident in the hospital. The nurses, as the largest member of health personnel in the hospital (40-60%), and the nursing services provided, are the integral parts of health services, which play a key role in realizing patient safety 14 . For example, applying the Standard Operating Procedures of risk for falls management for the patients, screening new patients by using the available screening form. If a patient is found with risk for falls, based on the results of screening, he/she will be marked by a yellowidentification-bracelet, and then the patient will be treated according to his/her illness and risk for falls management according to the standard operating procedures, providing information or education to patients and their family about risk for falls possibility, and proding leaflets concerning the handling of the risk for falls. As for patient monitoring with better or worse changes, the nurses will reassess the risk for falls and will document the results into the patients' medical record.
The screening of risk for falls to the patients using a screening form for those with a risk for falls consists of three ways, they are; Morse Fall Scale for adult patients, Humpty Dumpty for children and a checklist of older age checking. The activities undertaken to anticipate and prevent falls with or without injury need to be assessed at the beginning and periodically reviewed further, including, potential risks associated with drug administration schedules and taking action to reduce all of the identified risks. The assessment of risk for falls for the patients has been able to practice since the patient starts to register, by using a fall scale.
The anticipation in terms of patient factors involves the family or the accompany of the patients in preventing falls, inviting and actively participating, teaching things or actions that can be done to prevent the patients from falling, for example, to not to leave the patient alone, closing the bed safety, and suggesting the family to inform the nurses when they want to leave the patient 15 . According to the Guidelines of Patient Safety Incident Reporting (Insiden Keselamatan Rumah Sakit/IKP), the Hospital Patient Safety Committee of 2015 did not specify any form of punishment or warning for the nurses who find the incident, however, it specified that the report can be made by any of hospital staffs who find the incident firstly and anyone or any of the staffs involved in the incident. There are many methods used for identifying risks, one of those is by developing a reporting system which will invite everyone in the organization to care about the dangers or potential dangers that can occur to the patient. Reporting is also important to be used for monitoring the prevention of errors, so it is expected to encourage further investigation 16 .
CONCLUSION
Based on the results of the research and discussion, it can be concluded that all of the nurses in the inpatient ward in PKU Muhammadiyah Hospital of Gamping have different level of knowledge. It was due to the of lack of socialization to the inpatient ward nurses. From the review of medical records of the inpatients, it was found that not all medical records were completed in compliance or incompleted. It was due to the lack of discipline of nurses served on the ward. So that, there were still some medical records incompleted or non-compliance. It was also found that there were some differences in the answers to nine interview questions given to informants about the obstacles in the implementation of the guidelines of risk for falls.
